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FOREWORD 


The original "Elements of the General Hospital" was published in 
1946 to serve as a guide in the design of hospital construction under the 
Hill- Burton program. With changing concepts and practices in-hospital 
care, the "Elements" are reviewed and revised from time to time. 

This publication seeks to indicate good current practices and the 
direction in which developments in the design of patient care units seem 
to be moving. It is based on findings resulting from current research; 
visits to general hospitals of all sizes across the country; and consul- 
tations with many people active in the field of hospital care. Among those 
consulted were physicians, nurses, administrators, dietitians, pharma-, 
cists, technicians, architects, hospital consultants, manufacturers’ 
agents, construction and maintenance personnel, and patients. 

The principles are emphasized because their application by archi- 
tects and others concerned with hospital planning will help to develop 
increasingly efficient means of implementing patient care requirements. 


Cl f\ 


Jack C. Haldeman, M. D. 
Assistant Surgeon General 
Chief, Division of Hospital 
and Medical Facilities 
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INTRODUCTION 


While hospitals differ in size, complexity, and in details of proce- 
dures, they all work to provide the best patient care at the least cost. 

All departments are designed to serve the patient, either directly dr in- 
directly. Since most patients spend most of their time in the patient care 
unit, most services are focused here. "Best patient care at least cost" 
depends in part upon how effective that focus is. 


Developments continue in equipment and materials and in administra- 
tive, operational, and nursing techniques. These are directed toward 
improved patient care and better utilization of personnel at all levels. The 
design of physical facilities must implement these aims and at the same 
time keep down construction and operating costs. 

The extent to which automation can be applied, directly or indirectly, 
to patient care unit functions is a matter of considerable interest. Efforts' 
are being made in several areas, namely, charting and chart handling, 
food service, medications, and supply. It is reasonable to assume that 
these and other efforts will result in better utilization of personnel time and 
improved patient care. 

Facilities required for conventional units and for intermediate care 
units in a progressive patient care organization of inpatient services are 
substantially the same.—' However, additional space will be required for 
conferences, instruction, medication preparation, laboratory procedures, 
charting, and similar functions in hospitals having medical, nursing, or 
other educational programs * 


- The Public Health Service's concept of progressive patient care includes 
the following elements of patient care integrated into a continuing recov- 
ery program: 

1. Intensive care unit for the critically ill; 

2. Intermediate care unit for patients whose condition has stabilized 
or who are not critically ill, who require remedial care; 

3. Self-care unit for patients who are able to care for themselves 
and who require restorative care or diagnosis; 

4. Long-term care unit for patients who require prolonged care; 

_ An organized home care program that is hospital-based. 

A "traditional" unit is one in which the first four types of patients, noted 
above, might be present on one patient care unit. 
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The principles and plans for the patient care unit included in this 
publication are based on the assumption that: 

1. An efficient administrative department exists to direct and coordi 
nate the activities of the various departments 


2. The dietary department , using a centralized system for food 
service, will meet the dietary needs of the patient. 

3. Diagnostic facilities , such as X-ray and laboratory, are designed 
and staffed to fulfill the needs of the hospital. 

4. A central service department is organized to provide, in a combi- 
nation best suited to the individual hospital, such services as: 

a. A pharmacy, responsible for filling prescriptions and 

maintaining supplies for the medication room on the patient 
care unit. 


b * A SUPP Y ' res P ons ible for all cleaning, paclcag 

jng, and sterilizing of supplies, materials, and equipment. 

c. Housekeeping , responsible for all cleaning, including ready- 
Zr72luo^\T,T diSCharge ^ i-ting rooms 

d ' 

mopneads, to the patient care uni, 

^^^rialsfTnd^qutmtV/'^ aVaUabllll V ol 

and other departments, (Purchasing m care units 

under administration. ) S a-y e here or directly 

f. Central distribution. r Mr «,. iMr frn n , , 

requlrldTuppSSr^toriS I f delivery of all 

ments and to patient care units. n 6qUipment to a11 depart- 


— In small hospitals, although the "depart H 

entities, each with its "head, " the basi 8 may n0t be P h y Bi cal 
be present since Motion. of 


among hospitals of different sizes, 


differ only in degree 
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5. A maintenance and operation department , responsible for care 
of the physical plant and the operation of mechanical equipment. 

Figures 1 and 2 illustrate some ways of applying principles set forth 
here. These examples are concerned chiefly with medical, surgical, or 
medical-surgical units, although many of the principles are applicable to 
other types of patient care units. The plans shown are not, by any means, 
the only solutions to the various problems in planning patient care units, 
but may serve as guides in meeting the particular needs of an individual 
hospital. 
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INTERMEDIATE CARE UNIT 





OF UNIT CAN BE USED FOR ADDITIONS TO EXISTING 
HOSPITALS OR IN MODIFIED FORM WHEREVER SINGLE- 
CORRIDOR UNITS ARE INDICATED- 






ELEMENTS OF THE PATIENT CARE UNIT 


1. SIZE OF UNIT 


In current practice, the patient care unit provides accommodations 
for patients whose prescribed and routine care is the responsibility of 
one nurse (head nurse, charge nurse, or other title ^ The number of 
patients whose care she can direct and the number of personnel she can 
supervise efficiently will depend upon:—' 


(1) Her own characteristics (education, experience, temperament, 
leadership); 

(2) Number, training, and experience of the personnel working 
under her supervision; 

(3) Efficiency of the patient care unit plan and hospital services 
provided; 

(4) Degree to which nurses are freed from duties which can be more 
appropriately, and economically, handled by ward clerks and 
the other departments of the hospital; 

(5) Type of patient, rate of turnover, and variety of patient health 
problems ; 

(6) Number of doctors and their standards of practice; 

(7) Teaching and research programs of the hospital. 

Information on all of these questions is seldom available when a 
patient care unit is being planned. However, they should be borne in mind 
because one or more of these factors may affect the size or design of the 
proposed unit. For example, patient care units in hospitals having student- 
teaching programs generally are smaller than those in hospitals having no 


ll In an effort to utilize scarce nursing talent to the fullest, many hospi- 
tals are experimenting with various nurse- staffing patterns and 
divisions of responsibilities. 

2/ At the present time, the question of just how broad the "span of control" 
should or can be in the patient care situation apparently has no final 
answer. 
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teaching programs. The greater demands on the nursing staff and the 
increased number of personnel working on such units in teaching hospitals 
make the smaller unit desirable. More conference rooms, offices, and 
such facilities will be required in teaching hospitals, however. 

Most authorities agree that quality of patient care based on the real 
needs of the patient should be the criterion for determining the size of the 
patient care unit. Although this criterion is difficult to measure, appar- 
ently it is closely related to the adequacy of supervision. 

In the absence of conclusive data and in the presence of strong 
convictions among nurses at all levels of administration, nursing educa- 
tion, and patient care, and among many physicians and administrators, 
about 30 to 35 appears to be the maximum number of patients whose care 
can safely be directed by one nurse even on the most efficiently designed 
unit. Reasons for this are: 


(1) The head nurse must be fully aware of the needs of all of the 
patients as well as of the staff. When the census of the unit 
exceeds 30 to 35, the span of control of the head nurse is 
weakened. 


(2) Staff morale and the quality of patient care are decreased when, 
because of a large census, head nurses are unable to receive 
and/or assimilate a full report on each patient or to visit each 
patient at least once a day. 


(3) Relationships between medical and nursing staffs are strained 
when the volume of work is compounded by a large census. The 
head nurse is unable to provide the kind of information and obser- 
vation desired by the physician. 


(4) Orientation of new and temporary personnel is more difficult 
with a large census due to the increased "busyness" of the unit. 

Each hospital must decide what combination of size and type of 

lelTj.T ' an t 0t i 6r faCt ° rS WiU Pr ° duce the best P atient ^re at the 
least cost in its particular situation. Those who plan to exceed 30 to 35 

beds per unit should do so only with full understanding of the staffing 

patient care, supply, and traffic problems involved. In any case thL si,. 

as n de8 -hi n °/ UnitS ^ an incUvi ? ual k° s pital should be as nearly identical 
possi le (except for specialized units such as pediatrics) to facility 

standardization of supplies, equipment, and staffing ^ * Cllltate 



2. SHAPE OF UNIT 


Each shape of patient care unit- -rectangular (single or double 
corridor)) round, square, cross, or T-shape--has its advantages and dis- 
advantages. The choice of a shape should evolve from a careful study of 
the site, orientation, types of transportation and distribution intended, 
number of beds per floor required, hospital program, plans for expansion, 
relationship to other departments, air conditioning and heating loads, and 
construction costs. It is clear that no one shape will fulfill the requirements 
of every situation. 

3. PATIENT ROOMS 

Number of Beds Per Room 


The desirable number of beds in a room and the proportion of 
different size rooms on the patient care unit will vary. A unit made up of 
one-bed rooms offers maximum flexibility of use and maximum privacy 
for the patient and the physician. However, such. a unit is more expensive 
to construct and, because of greater distances between patients, may re- 
sult in a reduction in the nurse's time spent in bedside care. A patient 
care unit made up of multiple-bed rooms has less flexibility and provides 
less privacy for patient and physician. But, it is less expensive to con- 
struct, provides more opportunity for observation of patients, and may save 
nursing time because the distance between patients is less. 

The two-bed room is a compromise among: (1) the administrative 
need for flexibility; (2) some patients' need or desire for privacy; (3) pri- 
vacy for the physician; (4) the need to give patients individual attention; 

/ tX \ 4/U 1 1 ~ - J i — 1 _ ^ — i - J — t • i j_ . . ,.i • . 



favor the four -bed room over the one- or two-bed room because: (1) 
"attention" of varying kinds can be given by one nurse to more patients 
simultaneously; (2) there is more room for maneuvering equipment, beds, 
and stretchers; and (3) more frequent patient observation is possible. On 
the other hand, some authorities believe that patient demands, as opposed 
to needs, tend to increase in the multiple -bed room. 

Except in special circumstances, however, the two-bed room 
appears to best meet the fluctuating needs and the cost requirements of 
the individual hospital. Currently, most patient care units consist of one-, 
two-, or four-bed rooms in a proportion chosen to meet both medical 
requirements and community preference as interpreted for each situation. 


A minimum of 20 to 25 percent of the beds on a patient care unit 
should be in one-bed rooms for isolation and other medical reasons accord- 
ing to information currently available.^ Special circumstances and local 
requirements may increase this percentage. 


Room Desig n 

Dflvr , P * tient roo ™ s are designed and equipped to meet the physical and 

midi J g ^ al needS ° £ ^ patient and to P r °vide a setting in which required 

tTon of the nUrSlng prOCedures can be Performed. The interpreta- 
tion of these requirements varies. However, for this country, at this time 
certain observations can be made. Y 


Size of Room 


.o ca„™::wr‘ h ;r. f° uid be 8ufiicient to «» »r=e 

wheelchair- to a r a ^ 0 move patients in bed, stretcher, or 

faciH^rLusekeeXT ' " eCe8Sary “ 4 •***“«' “ d *° 

of at l«.Tlll e ; b ; d c ::r e B, ! dst h b£d t 0Uld We * olda wal1 ‘France 

preferably 4 feet. A two-bed room should fcL^*** 3 **'* 6 inche ° apart ’ 

6 inches, preferably 12 feet f or mnv» ave a minimum width of 11 feet 

minimum depth of 15 " Let cLa^, p'eferT it J** “ d Stretche ** • and a 

have a minimum of 5 feet between bed a* Four ,“ bed ro °rns should 

clear, preferably 16 feet. In hospitals * V minimum de P th of 15 feet 

° Bpitals having medical student or other 
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freedom^ that ade ^ ate «rt aad 
that all patients should be in single “ Patient care 



teaching programs, patient rooms should be large enough to accommodate 
several students as well as the doctor and nurse around the bed during 
rounds. 

Some hospital authorities believe that because of fewer equipment 
requirements one -bed rooms on an intermediate care unit may be smaller 
than on a unit for critically ill patients. However, in many situations a 
need for flexibility and interchange among patient care units would seem 
to preclude reducing the size of patient rooms below a size that would per- 
mit satisfactory care of critically ill patients. For instance, most inter- 
mediate care patients could probably be cared for satisfactorily in a bed 
with its side against the wall. This arrangement, which reduces room 
widths and consequently corridor lengths, would lessen total floor area 
and walking distance for the nurse; but whether it would accommodate 
equipment and lend itself to an island bed arrangement, if necessary, must 
be considered for each hospital’s requirements. 

A full-length built-in locker or closet large enough to accommodate 
outside coats and clothing on hangers should be provided for each patient. 
These should be so arranged that no patient’s locker interferes with the 
privacy of another patient. Each locker or closet should have drawers 
beneath and luggage storage above, unless these are provided elsewhere 
in the room. Day storage for individual patient blankets should also be 
provided for. 

Doors should be fire safe, and measure 3 feet 10 inches to accommo- 
date wheelchairs, stretchers, and beds. 

Toilet Room and Lavatory 1/ 



the lavatory in the toilet room so that it is visible from outside the toilet 
room and can be used by doctors and nurses without closing the door. 

This location encourages handwashing by patients after using the toilet, 
reduces the problem of the contaminated door knob, provides privacy for 
the patient while using the lavatory, and permits doctors and staff to ob- 
serve handwashing techniques. An arrangement whereby the lavatory is 
in the patient room, but is screened from patient beds, fulfills most of these 
requirements and is more convenient for use by personnel. Toilet-room 
doors should not open directly toward patient bed areas. 


The decision as to whether floor-mounted or wall-hung toilets are 
to be installed should be made early in the planning stage, as this may in- 
fluence the location of fixtures and the design of toilet room areas. The 
toilet should have a bedpan flushing attachment, located to the right of the 
toilet, either a foot- operated or a rigid type activated by the toilet flushing 
handle, Most objections to these devices are traceable to improper adjust- 
ment or faulty maintenance, or to insufficient instruction of nursing person- 
nel in handling them. 

A single toilet room serving two patient rooms should be considered 
a minimum facility. This arrangement, however, may create inconven- 
ience for patients and nursing personnel and reduce flexibility of room use, 
especially in infectious cases.-/ Such an arrangement should have a lava- 
tory in the toilet room and a lavatory in each patient room to fulfill hand- 
washing requirements of patients and staff. In any arrangement, one 
toilet should serve a maximum of four patients. 

Windows 


considTr^d- det6rmining Wind ° W 8126 ^ typG ’ the followin g should be 

(1) The effect of glass area on air conditioning and heating costs; 

<2) Th ® P roblen J of maintaining even temperatures throughout 
multiple -bed rooms; 6 

(3> M h V° St effe ctivenes8 of light or sun control by curtains 
blinds, and similar furnishings; 7 curtains, 
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(4) Whether the view from the windows justifies viewing; 

(5) Window washing and other maintenance costs; 

(6) Safety and ease of operation. 

Lighting 

Lighting the patient room has many aspects, especially where two 
or more patients must be considered simultaneously. The patient, the 
nurse, and the doctor each requires a different level of illumination. 

Lighting levels required in the room range from a fraction of a foot- 
candle for nightlighting, up to 100 footcandles or more for examination or 
treatment. Several steps of lighting levels between these extremes are 
needed for patients' use and for routine nursing care.-i^ These steps 
should be carefully considered so that lighting requirements will be met 
while initial and maintenance costs are kept low. 

Noise 


Noises from many sources and following many pathways are dis- 
turbing to patients on many patient care units. The sources of most of 
these noises are known.—' Steps taken during the planning and construc- 
tion stages can eliminate or reduce them. 


Ventilation 


Since any patient room may house a known or unknown infectious 
case or an odorous case, the ventilation should be so designed that air is 
not recirculated to other patient rooms or areas. 



Miscellaneous 


Electric outlets for equipment should be provided at shoulder height 
at the head of each bed. Emergency power outlets should be so located in 
corridors as to be available to any patient room. 

Telephone outlets should be provided in each patient room. 

All patient rooms should be equipped with piped oxygen and, if 
possible, vacuum. 

Built-in cabinets between, and opening to, the patient room and the 
corridor are designed to store supplies, thus reducing trips by the nurse 

to the supply and holding rooms and entries by service personnel into the 
patient room. 

Television and Radio 


Provision should be made for television sets and/or radios in 
accordance with hospital policy, that is, whether sets are to be rented by 
the hospital or from outside the hospital, whether sets are to be remotely 
controlled and have under -pillow speakers, whether a fixed shelf is to be 
provided, and whether a central antenna system is to be installed. Since 
in most areas proper operation of the sets will depend upon a central 

!idIr^d. Sy8tem ’ ^ in8tallati0n at the time of construction should be con- 


4. ISOLATION AND SECURITY ROOMS 

The type of provisions on the patient care unit for patients reauiri™ 
the te I," W1 1 d6Per f UP ° n ^ frequenc V with which the problem arises and 

are ^ is ° iated - to 

£ ~°r the iaoia tion J?SLsr: 

parents ,I/ Ul ^ g ° Verned by theex Pected maximum number of isolated 


UoLtion°may veT'T' h" g<!neral hOSpitals ^^iring 

ditions. 8 “ 20 percent under “°™al nonepidamic con- 



However, if the hospital will have a number of patients in isolation simul- 
taneously, the unit should be designed to facilitate the carrying out of 
isolation techniques. 

The techniques employed will determine the provisions to be made. 
For example, if technique requires handwashing after personnel leave the 
isolated patient room, a convenient lavatory outside the room will be re- 
quired..!/ Any technique would probably require that items such as clean 
gowns, masks, and supplies must be stored outside the room. Most fire 
exit codes, however, do not permit the cabinet or cart in the corridor 
outside the isolated room. 

The most strict isolation technique requirements can be met by an 
alcove between the patient room and the corridor containing: 

(1) A lavatory with gooseneck spout, foot- or knee -operated 
faucets or at least blade handles, and provided with paper- 
towel dispenser, soap dispenser, and waste receptacle; 

(2) Space for foot-operated waste can for soiled masks, if technique 
so requires. (Soiled gowns would be removed inside the patient 
room and placed in foot-operated waste can with waterproof 
liner. ) 

(3) Storage facilities, either on a small cart or on shelves above 
the lavatory, for clean gowns, masks, and other supplies. 

A lavatory in an alcove off the corridor might be so located that it 
would serve several rooms used for isolating patients. This would reduce 
the number of lavatories required. 



Since many isolated patients are ambulatory and may remain in the 
hospital longer than the average patient, bathing needs can best be met by 
a shower provided in addition to the toilet and lavatory normally provided 
for patient rooms. 

The problem of handling, cleaning, and storing patient clothing, not 
normally kept in the isolated room, must be considered. 

To provide for proper isolation technique, the ventilation of patient 
rooms should be so designed that the air is not recirculated to other 
patient rooms or areas. 


Security 


Most hospitals from time to time need to house, temporarily, a 
disturbed patient. If the hospital does not have a psychiatric unit and does 
not provide for these patients in the emergency department, provisions 
must be made on a patient care unit. At least one room should be con- 
structed so that it can be converted quickly to such use. Such a room 
should have a door with a view- window cutting off the toilet room and 
lockers; a detention screen at the window; recessed ceiling light, switches 
outside the door, and detachable over-bed light; key-operated oxygen and 
suction outlets; proper hardware on the inner door; and radiant heating or 
protective covering for the radiator or heating element. For normal occu- 
pancy, the room should be converted to a typical patient room. 

5. TREATMENT ROOM 


Some treatments and examinations can be carried out with greater 
safety and privacy for the patient and for the physician, as well as greater 
convenience for the staff, in a treatment room. 

nnf . Whet J er a treatment room is provided will depend upon the type of 

Kiven Sile h«h 7! .T” , h °’ pital P 01 ^ 88 "'here treatments are 
g ven. Since both of these factors are subject to change, the treatment 

iuTno 1 80 that can he converted to another funotion if 

it is no longer required for treatments. If no treatment room is provided 

a conveniently located patient or other room should be designed for posal-' 
ble conversion to a treatment room. This would involve roughing in for a 

cemaee oTsinnle", additional ^ctrical outlets. An increase in the per- 
treatoen. ro “i °" * e Uni * <° r not) affect the use of a 

treatment room. This will depend upon hospital policy. 



The treatment room should contain, in addition to space for neces- 
sary equipment, a counter sink with gooseneck spout and blade handles for 
preparation for treatment, rinsing, and handwashing. The sink area 
should be equipped with a paper-towel dispenser, soap dispenser, and waste 
receptacle. Piped oxygen and vacuum should be provided. A bulletin 
board should be provided. 

As a precaution against possible cross -infection, materials should 
be readily cleanable and procedures for infection-control must be estab- 
lished and followed. The treatment room should not be used for other 
purposes such as storage or team conferences. Treatment trays , some 
of which may be used in a patient room, and other general supplies 
should not be kept here, except such emergency trays required by hos- 
pital policy. Treatment trays should be kept in the supply room and 
soiled materials disposed of in the soiled holding room. An X-ray film 
illuminator may be installed here, if required. 

Doors should be 3 feet 10 inches wide to accommodate wheelchairs, 
stretchers, and beds. 

6. BATHS, SHOWERS, AND TOILETS 

Each patient shower and each dressing area should be at least 3 
feet by 3 feet to provide room for a stool or wheelchair and for grab-bars. 
Plumbing fixtures should include a hose' attachment for a sit-down shower. 
Shower rooms need not be segregated by sex but should have a light in the 
corridor controlled by the switch inside the room to indicate occupancy. 

The same switch should control mechanical ventilation. Emergency call 
buttons should be provided in each dressing area, reachable from either 
shower or dressing space. Floors should be flush with corridor floors, 
with no raised thresholds, to accommodate wheelchairs. The dressing 
area should drain into the shower for safety and ease of cleaning. 

Opinions vary as to the number of showers required on a patient 
care unit. The type of patient and community preference will influence 
the number provided. With scheduling, however, it appears that a mini- 
mum of four common showers should suffice on a 30- to 35-bed unit, es- 
pecially if each single -bed room is equipped with a shower for isolation 
purposes (see Section 4, Isolation). 

At least one tub should be provided in each patient care unit for 
treatment and for patients who require or prefer a tub for bathing. Whether 
the tub should be a raised-island type will depend upon the type of patient 



on the unit and local preference, A toilet should be provided in the tub- 
room. This can be used as a training toilet. Some hospitals prefer the 
fixed -type sitz bath to the portable type. Tub and sitz baths should be in- 
stalled in separate rooms, each equipped with grab-bars, emergency call, 
and occupancy light. Each room should be able to accommodate a wheel- 
chair patient. 

A toilet and lavatory should be provided for the dayroom, with 
nurses' call, grab-bar, mirror, paper-towel dispenser, soap dispenser, and 
waste container. 

Except in small hospitals, each patient floor should provide toilets 
to accommodate doctors, non- nursing personnel, and visitors. 

7. NURSES' STATION 

The nurses' station is the communications, administration, and 
charting center of the patient care unit.^ It should be centrally located 
within the unit to reduce distances to a minimum. Although it is desirable 
for the nurses' station to be so located that activity within the unit may be 
generally observed, it is usually not considered necessary that the nurses’ 
station command the entrance to the unit or to the elevators except on 
special units, such as a psychiatric unit. Visitors should be screened and 
directed at the main lobby, and if desired, by a volunteer stationed at the 
elevators on the nursing floor during visiting hours. Hospital personnel 
requiring information can go to the nurses' station. 

. Charting positions should be provided for nurses and a work station 
provided for at least one ward clerk who, it is assumed, will among other 
duties : 

{1) Take incoming calls on the telephone and call systems; 

(2) Handle pneumatic tube system, if provided; 

(3) Make out and process requisitions; 

(4) Obtain and return charts to central records department; 

(5) Make such entries on charts as hospital policy requires; 

- Various means of decentralizing this center are being tried in an 
effort to bring the nurse closer to the patient. 



(6) Direct visitors and personnel, if necessary; 

(7) Operate record imprinter. 

The number of charting positions needed will depend on the number 
of patients and on the nur s e - s taff ing pattern of the unit. Five or six 
charting positions and one ward-clerk station are usually adequate for a 
30- to 35-patient unit. Ward-clerk stations should be provided whether or 
not ward clerks are contemplated, since these functions must be carried 
out by someone and facilities should be conveniently related to the station. 

Counters should be open underneath, where possible, with drawers 
placed only where required. This will help discourage the storage of un- 
related items. Forms should be kept in a rack at the back of the counter 
and extra forms should be stored in a special cabinet, in drawers at the 
station, or in the supply room. 

A safe storage place for nurses' purses should be provided in 
specially designated cabinets, drawers, or purse lockers either at the 
nurses’ station or in a lounge. Adequate bulletin boards should be pro- 
vided. 


A nurses' toilet with lavatory should be provided convenient to, but 
not opening into, the nurses' station. The lavatory should be equipped with 
blade handles and provided with paper-towel dispenser, soap dispenser, waste 
receptacle, mirror, and shelf. Whether a nurses' lounge is provided on 
the nursing unit will depend upon hospital policy. -i-' 

Because of conflicting responsibilities and the number of personnel 
involved, the staffs for more than one patient unit should not usually 
operate out of a single nurses 1 station, even though the station may be 
large enough to accommodate them. Each patient care unit should have 
its own nurses’ station and supporting services. Supply, holding, and 
nourishment areas, however, may serve more than one unit, provided 
they are located so that they are convenient to all units. 


8. MEDICATION ROOM 

The medication room is used for the storage and preparation of 
medications. This room should be enclosed for quiet, cl ^^ lazed J° r 
observation both in and out, and sized to accommodate more than one 
person, because with team nursing, students, private- u y nurses, 


U see also Section 19, Lockers for Nursing Personnel. 
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preoperative and postoperative care, several persons may often work 
here simultaneously. The pharmacy should be responsible for stocking. 
Minimum requirements for a medication room are: 

(1) Shallow or stepped shelves divided by some means for individ- 
ual patient medication, with a system for readily changing 
patient identification; 

(2) A double-locked narcotics safe, with red warning light to indi- 
cate when the safe is unlocked, installed at eye level above the 
counter; 

(3) A counter having drawers underneath for storage of syringes 
and similar items, but open below without cabinets; 

(4) A bulletin board. 


A sink large enough for handwashing, equipped with gooseneck spout 
and blade handles, should be installed in the counter. This area should be 
ec l u ipp e d with paper-towel dispenser, soap dispenser, and waste receptacle. 
A separate waste receptacle for broken glass and other nonburnable items 
should be provided. 

A refrigerator mounted above the counter is more convenient, pro- 
vides better visibility for drug storage, and allows greater ease in clean- 
ing. An undercounter refrigerator with slide-out, removable tray shelves 
is acceptable. 


Various methods of using automation for greater accuracy and speed 
in dispensing medications are available or being tested. Some require 
especially designed areas. The applicability of these systems will depend 
upon the individual hospital situation. 

9. CHARTING AREA 


Patient charts are used by the doctor, the nurse, and the ward 
clerk. These people should have ready access to the charts and a quiet 
place m which to work on them. Some authorities believe that a separate 
charting room should be provided for doctors, with provision for dictating 
and for passing charts through to the nurses' charting area. An X-rav 
film illuminator and a bulletin board may be installed in the doctors' chart- 
ing area. Others believe that doctors' charting should not be separated 
from nurses charting because of the need for close cooperative relation- 
ship among doctors and nurses. If separate charting areas are not 
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provided, a separate dictating room or booth should be provided, In 
hospitals having medical student teaching programs, the area required for 
doctors' charting is greatly increased and should reflect the practices of 
the individual hospital. 

10. CONFERENCE ROOMS AND OFFICES 

One office located adjacent to the nurses' station should be provided 
for the use of the head nurse and for conferences between the head nurse 
and other staff members. This office should have clear-glazed walls to 
permit observation, with draw curtains for privacy. 

A conference room, accommodating 6 to 10 persons, should be pro- 
vided on each unit for reports, team conferences, inservice programs, 
and conferences with patients or family. Bulletin boards, blackboards, 
and provisions for visual aids may be installed here. Hospitals having 
teaching programs will require additional office and conference space, de- 
pending on the nature of these programs. 

Current experience indicates that hospitals employing a ward or 
floor manager plan may require an office for the manager. The location 
will depend upon the number of patient care units for which the manager 
is responsible and the division of responsibilities with the nursing service. 

1 1 . DAYROOM 

The size and location of the dayroom will vary with the type of 
patient and with hospital policy. If many patients on a patient care unit 



If visitors are permitted or encouraged to use the dayroom or if it 
is to be used as a television room, it should be located and designed so 
that the noise will not be disturbing in patient rooms. Locating the day- 
room across from the nurses' station is usually objectionable. This 
location tends to increase noise and traffic in an already congested area 
and also to reduce the privacy of doctors and nurses in and around the 
nurses' station. 

In any event, the uses to which the dayroom will be put should be 
determined before it is sized or located. 

Additional space away from the patient care unit, such as a roof- 
deck or penthouse room, may be used to advantage by many patients and 
their visitors. Such a facility may complicate control but helps reduce 
traffic and noise on the unit, 

12. SUPPLY ROOM 

The supply room is the central storage and distribution point for all 
sterile and nonsterile supplies used on the unit, including linen, but not 
including: 

(1) Office supplies and forms usually kept at the nurses' station-- 
but could be kept in the supply room; 

(2) Medications; 

(3) Dietary supplies which hospital policy requires to be kept in the 
nourishment room; 

(4) Equipment which is kept in the equipment storage room (see 
Section 18). 

Supplies should be replenished on a complement basis, by central 
service personnel, and stored on either fixed shelving or shelving on 
wheels. The latter type has the advantage of: 

(1) Flexibility of available shelf space; 

(2) Visibility, which facilitates locating and replenishing items; 

(3) Convenience of use; 

(4) Greater ease in cleaning the shelves and the room; 



(5) Less handling of materials. 


The number of carts required depends upon complements worked out 
by the hospital. Specialized nursing units will require special cart comple- 
ments. However, all carts should be of uniform size with adjustable 
shelves, easily movable, equipped with adequate bumpers at wall base 
level and quiet casters. 

In addition to storage space in this area for carts, a counter sink 
with a gooseneck spout and blade handles should be provided for handwashing 
and for such simple preparations for bedside use as may be necessary. 

The sink area should be equipped with a paper-towel dispenser, soap dis- 
penser, and trash receptacle. A bulletin board should also be installed. 

13. SOILED HOLDING ROOM 

This room is designed for the care and holding of soiled utensils 
and materials, except dietary items, awaiting transport to other areas, 

Buch as the central sterile supply or laundry. 

Facilities needed are: 

(1) Clinical sink, with foot control, for disposal of liquid waste. 

Wall faucet, with foot control or blade handles, for rinsing. 

Rim of sink. should be 28 to 30 inches above the floor. 

(2) Counter sink, with gooseneck spout and foot or knee control or 
blade handles, for handwashing and for rinsing. Sink area 
should be equipped with paper -towel dispenser, soap dispenser, 
and waBte receptacle. 



Trash from patient rooms and other areas should be taken directly 
to the incinerator when collected, if possible. If it must be stored tempo- 
rarily, the soiled holding room (not in the janitor's closet) is the place 
for such storage. (See Section 15. ) 

14. LINEN 


Authorities agree that linen should be handled as few times as possi- 
ble to reduce the chances of cross -infection and to conserve personnel 
time. This indicates the use of carts--/ small enough to be returned easily 
to central service or laundry for stocking, parked in the clean supply room 
with other clean supplies, and moved to patient room doors during routine 
bedmaking. Bags of soiled linen should be deposited in the soiled holding 
room for return to the laundry, 


Following patient discharge, the cleaning and preparation of the 
patient room is usually the responsibility of housekeeping. Packaged linen 
for discharge beds may be stored in the supply room or on a special cart 
containing all necessary equipment for the preparation of discharge rooms. 
This cart may be stored, cleaned, and replenished in central service or 
housekeeping department and brought to the patient care unit when required; 

Linen chutes have been found to distribute airborne contaminating 
elements to all floors served and are not recommended. If installed: 

(1) Linen must be securely bagged on the patient care unit; 

(2) Wet or damp linen must be bagged in waterproof bag or liner; 

(3) Chute door must be located in a well-ventilated soiled holding 
or chute room, nothin a corridor or clean area. Because of 
misuse of linen chutes, some hospitals have found it necessary 
to restrict use of the chutes to designated personnel. 

1 5, HOUSEKEEPING 


The chief function of housekeeping on the patient care unit is the 
removal of soil and dust from all surfaces in order to prevent cross- 

be Tc c 1 °, £ PatientS and t0 protect personnel. This should 

lit r„ ,7 f *‘ h th f leaSt interlere "ce with nursing activities and 
without transferring undesirable elements from one surface to another 


" £ tWs t s°iL 5 ; bed Patien ‘ Un “ W ° UW USUally re Wtwo linen carts. 
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through poor cleaning techniques. The test for cleanliness in hospitals of 
all sizes should be the laboratory culture, not the degree of shine on sur- 
faces. 


Controlled studies indicate that wet-mopping and damp -dusting (or 
washing) with a carefully selected disinfectant cleaner employed according 
to a specific technique give the best results in removing dust and soil.-i /»!/ 
However, cleaning agents, cleaning techniques, and the scheduling of 
cleaning operations will vary widely, depending upon the materials of the 
surfaces to be cleaned, type of patient, activity on the patient care unit, 
and the standards of cleanliness set by the hospital. 

In order to facilitate the carrying out of proper cleaning techniques, 
the janitor's closet on the patient care unit should contain: 

(1) A depressed floor sink with bucket hook on wall-mounted 
mixing faucets (a hose attachment may be used if a vacuum 
breaker is provided). The depressed sink permits flushing out 
the room without providing an additional floor drain. 

(2) A mop -handle rack over the sink. Mopheads should be removed 
after use and placed in the soiled holding room for return to the 
laundry. Soiled mopheads should not remain in the janitor's 
closet. 

(3) Shelves for detergents, disinfectants, cleaning cloths, and 
other cleaning materials. 

(4) A rack on the wall for a ladder. 



of unrelated items. Floor and wall surfaces should be easily cleaned. 
Lighter colors for surfaces than are customary will promote cleanliness 
by making soil more apparent. Adequate mechanical air exhaust is im- 
portant to prevent the spread of odors and airborne contaminants. 

Equipment used for cleaning rooms after patient discharge and for 
daily cleaning should be kept on special maids' carts in central service or 
housekeeping and brought to the floor and returned by the maid as required. 

All waste receptacles on the patient care unit should have disposable 
liners which are closed before removal to a wheeled, closed refuse cart 
for transportation to the incinerator. Trash chutes, even under the best 
conditions, have been found to distribute airborne contaminating elements 
to all floors served, to be a fire hazard and a source of vermin. They are 
not recommended. If installed: 

(1) Chute should conform to the National Fire Protection 
Association (NFPA) Regulation 82 -A; 

(2) All trash should be securely bagged (no loose trash); 

(3) Wet or damp trash should be bagged in waterproof bag or liner; 

(4) Chute door should be installed in a well- ventilated soiled holding 
or trash room, not in corridor, janitor's closet, or clean area. 

(5) A 7-day-a-week service for removal of trash from the bottom 
of the chute must be maintained for fire safety, 

Supplies such as paper towels, toilet paper, and dispenser refills of 
soap tissues should not be stored in the janitor's closet, considered a 
"dirty" area. These should be kept in the clean supply room. 

Dry vacuum machines, if used on the unit, should be equipped with 
high efficiency filters, should have exhaust blowing upward (not down), and 
should be usable as wet vacuum when needed for picking up gross spillage 
and for floor flooding after infectious cases. Whether a machine is kept 
on each unit will depend upon housekeeping techniques and availability of 
machines . 



If floor maintenance machines are used for corridors, they should 
be kept in central service^ or the central housekeeping for proper cleaning, 
maintenance, control, and availability. 

In hospitals employing a ward or floor manager system, a house- 
keeping equipment room may be provided convenient to the patient care 
units to be served. Its size and facilities will depend upon the number of. 
units served and the hospital's requirements. Sanitation safeguards should 
be emphasized both in design and use. A small janitor's closet may be 
required on each patient care unit to take care of spillage and similar 
incidents. In some cases, however, equipment for this purpose may be 
kept in the soiled holding room, since this cleanup must often be done by 
nursing personnel. 

16, NOURISHMENT FACILITIES 

The hospital dietary department generally employs a centralized 
system for patient food service. 

Food trays may be transported either on enclosed carts, heated or 
unheated, to the patient care unit by an elevator, floor-level dumbwaiter, 
or vertical tray conveyor. These trays may be hand-carried to patients 
or may be transported on small carts by nursing or dietary personnel. 

Food trays may be returned directly to the central dishwashing room 
by the same method used to service the unit. The speed and efficiency of 
the system of service will depend upon layout, equipment, and proper utili- 
zation of personnel. 

In addition to providing three meals daily, other patient dietary 
requirements must be met: 

(1) Prescribed nourishments, tube feedings, and deferred meal 
trays should be centrally prepared and transported to the unit 
by one of the ways previously mentioned. Distribution on the 
unit may be made by dietary or by nursing personnel. 


— Central service herein refers to overall service control. 



(2) Nonscheduled nourishment involves a request for nourishment 
service other than at appointed hours. Requests made between 
7 a. m. and 7 p.m. should be filled by the dietary department, 
whereas requests made between 7 p.m. and 7 a. m. must, in 
many instances* be filled by nursing personnel, 

If the policy of the hospital provides for substantial nourishment, 
such as tea, soup, and toast in addition to the usual juice, milk 
and crackers, facilities for storage and preparation become 
more elaborate. There is a trend in many hospitals toward 
reducing the variety of available, unscheduled between-meal 
nourishment. 


Ideally, the dietary department should make provision for 
meeting dietary requests at all hours; however, few hospitals 
are able to absorb the costs for these additional services. A 
separate facility on the patient unit will provide for the prepa- 
ration of the occasional dietary request. This nourishment 
room can serve more than one unit if conveniently located. 


( 3 ) 


Preparation and service of ice water was considered a routine 
function, until recently. However, since studies on the bedside 
carafe and the handling of ice for the carafe have revealed both 
to be potent sources of contamination, hospital management 
now recognizes the importance of more adequate control of this 
service. Responsibility may be assumed by the dietary depart- 
ment or by the nursing service. 


When responsibility is assumed by; 


Dietary department: Wide-neck water carafes and glasses are 
washed m the central dishwashing room; carafes are iced in the dietary 

patientTbv d? ,l h ° PaUent "T U " i * nouri5h “ e * >«»» and distributed to 
patients by dietary personnel. Glasses are placed on the patient's meal 


, Nur8in * : service: Carafes may be washed in the central sterile 
supply or in the dietary department, but not on the patient care unit 

fcinTofrl 3 ‘ “'I Sla " dar V f CleanWB » *• *Pt to be achie^d herl 
Icrng of the clean carafe should be done in the nourishment room. 


The provision of an ice -making machine on the patient care unit 
will depend upon the need of ice for treatment and drinking purposes. For 
example ( the use of sealed, plastic freeze packs for treatment and the 
service of ice water by the dietary department would presumably elimi- 
nate the need for an ice-making machine on the unit. In any case, if ice 
is required, it should be manufactured by a self-dispensing type of 
machine on the patient care unit, to eliminate the use of a scoop and to 
reduce the possibility of contaminating the ice. Ice should not be trans- 
ported in bulk from any other part of the hospital. 

In new construction, consideration may be given to the installation 
of central piped ice water to patient rooms as a means of eliminating the 
ice -making machine and the use of carafes, thus reducing the possibility 
of contamination. With the piped system, the use of freeze packs for 
treatment would therefore be required. Success of this system would 
depend upon the type of patient and upon hospital policy. 

17. STRETCHERS AND WHEELCHAIRS 

The number of stretchers and wheelchairs required on the unit will 
depend upon: 

(1) Whether surgery, X-ray, and other departments send for 
patients (which is the accepted current practice), whether 
nursing personnel bring patients to these departments, or 
whether a central patient transport service is provided; 

(2) Hospital policy on moving patients in beds; 

(3) Hospital policy on use of treatment rooms. 

One stretcher and two wheelchairs are recommended as a minimum 
for each 30- to 35-bed medical, surgical, or medical-surgical unit. 

These should be stored in an alcove off the corridor. 

It is probable that an intermediate care unit in a progressive 
patient-care nursing program will require more wheelchairs than a tra- 
ditional unit since the critically ill and self-care patients on a traditional 
unit would not normally need them. A minimum of four wheelchairs is 
recommended for a 30- to 35-bed intermediate care unit. 



18. EQUIPMENT STORAGE 


system w^tLVh^XK'nd ^ t betWe ' n ‘ he efflci '^y of the distribution 
patient care unit K eauin^nt T ^ St0ra « e squired on a 

unit, helps to reduc^he requ*ed Unl1 ' ^i" 5 8aVeS eJtpensive B P ac e on the 
hoarding! tequired overall rnventory, and discourages 

the ° f t diS ' ribUti °" “ «“ h-Pitet. 

space for the following equipment: ^ U ” lt W ° Uld inolude 

(1) Inhalation therapy equipment. (If a centralised piped oxygen 

sT!e ^r?! 16 '' ?” “«•“« » equipment ismteLaTte 
stse and one set can be kept in the supply room for emergency 

<2) one^at of s'^Jttelf'a <K * ° en * ral Vacuum system is installed, 
for emergency “T” °“ rt "‘ d “ * hd 

<3) fntegr^beimUsT * W “ b * « ” ad s 

<4) tatee’su!nl inlra '' en0U8 8tand ° - ^"‘I'P 6 fods can be stored 
beds. ) 7 r °° m ° n * Wa “ rack i£ not P erm anently attached to 

(5) Patient lifter, walker, or similar equipment /Surh • 

:zzvz T?.r t: ^ tor a ™ ~ 

Which rt may be stored here or with wheelchairs and stretchers 
When no longer needed, it should be returned to central servte.' 
to be cleaned and to be available to other units. ) ° 8 

(6) Patients' scales. (These may be kept in the treatment room. ) 

19. LOCKERS FOR NURSING PERSONNEL 

ing P r«,Tc e a!nu P r! t !s S a P ndTw!s l0Cker IO °™ to1 ““sing personnel, includ- 
staffs from more t^one*’ p ^“ ^ ^ 

Vided. they should be near the elevator or’ent" IcHo the^r 



nurses will not pass through a patient care unit on arrival and denarture 
Individual lull-length lockers for each person and a toilet with lavatory 

pi^poUcy 86 ° r reStr ° 0m may be included ’ ^P^ding upon hos- 


Advantages: 


(1) Personnel may report for duty more promptly; 

(2) Coats, umbrellas, and other personal items will not be brought 

onto the unit; * 

(3) Morale of floor personnel may be strengthened by closer 
association of the group. 

Dis advantage s : 

(1) Transfer of personnel to other units may complicate locker 
assignment; 

(2) Personnel may be tempted to leave the unit more often. 

20. TRANSPORTATION 


The movement of equipment, supplies, food, and people to and from 
the patient care unit has become increasingly complicated and important 
because of rising costs, scarcity of personnel, new methods, and increased 
infection rates. The choice of transportation methods will generally be 
one of the chief determining factors in the layout of the hospital plan and 
should be established before the physical plan is begun. 



of specially designed carts as shelves on wheels. These carts, along 
with food conveyors and equipment, are usually moved vertically by ele- 
vator or, if properly sized, by floor -level dumbwaiters. Such carts may 
be used in conjunction with mechanical conveyors as a means of storing 
materials and supplies in the supply room on the patient care unit or mov- 
ing supplies about the unit without additional handling. 

Elevators 


Elevators should, where possible, be located outside or separated 
from the patient care unit. They are a source of contamination and of 
noise disturbing to patients. Because of the many people entering and 
leaving, and because of air turbulence caused by the action of the car as 
it moves in the shaft, the elevator car and lobby are highly contaminated 
areas. If the lobby is placed within the patient care unit, it should be en- 
closed, should have adequate air exhaust to reduce the spread of contami- 
nated dust, and should, along with the car, receive special housekeeping 
attention. 

The question of using the same elevator for clean and soiled mater- 
ials, for food cpnveyors, supply carts, and for people, is controversial. 
Consideration should be given to designating one elevator for service and 
to assuring special housekeeping attention. For hospitals of 200 beds and 
over, separate service elevators and smaller high-speed passenger ele- 
vators should be considered to speed service and separate traffic. Con- 
trols should be carefully designed to accomplish the control of elevators 
desired in the individual hospital. 

Dumbwaiters 


Either counter-level or floor-level dumbwaiters may be used to 
advantage, if properly located. The floor-level type often eliminates two 
handlings of the material being transported, by accommodating a cart 
which is rolled on at the source and off at the destination. Either type 
should be installed only where charge and discharge openings occur in 
areas which are normally manned, and not in corridors. 

The counter-level type can best be used where the number of 
stations is limited, such as between pharmacy and pharmacy dispensing, 
or where use is limited, such as between the dietary department and the 
nourishment room on the patient care unit for supplemental between-meal 
nourishment service. 



Mechanical Conveyors 


Vertical and horizontal conveyor systems provide direct and rapid 
means of transporting either food trays from the kitchen to the patient 
care unit, or supplies from central service to the patient care unit. The 
arrangement of the hospital rather than its size is apt to determine the 
use of such a Bystem. Its use for moving supplies also depends upon a 
centralized distribution system. Although no precise information is 
currently available, indications are that clean and soiled food trays, and 
certainly clean and soiled materials, should be transported in separate 
shafts. 

Responsibilities and techniques for cleaning and maintaining the 
shafts and equipment must be worked out, understood, and followed in 
order to provide safe and efficient service. 

Pneumatic Tubes 


The pneumatic tube was orginally designed to convey messages. 
However, in the automatic routing models, it can be utilized for trans- 
porting a wide variety of materials. This may include patient records, 
pharmaceuticals, and laboratory specimens. Its use is limited chiefly by 
size, packaging methods, and hospital policy. Before a tube system can 
be intelligently laid out, the interdepartmental relationships and divisions 
of responsibilities within the hospital must be clear. Such a system can 
be a valuable aid in hospital efficiency, but only through careful planning 
for maximum use can its cost be justified. By its nature, the pneumatic 
tube system generates noise. Positive steps must be taken by insula^ 
ting the tubes and padding the stations --to reduce the effects of this noise, 


2 1 . COMMUNICATIONS 



Paging Systems 


Paging is for the purpose of locating and communicating with 
hysicians or other hospital personnel. This may be accomplished by: 

(1) A general audio system controlled at the telephone switchboard 
or the information desk, with speakers placed in areas where 
hospital staff members are likely to be. This system is sub- 
ject to misuse, which results in disturbance to patients and 
others. Strict administrative control is required. 

(2) A system similar to the above, using lighted numerals on wall- 
or ceiling-mounted boxes. This has the advantage of being 
quiet, but is not so effective in attracting the attention of the 
person being paged. 

(3) A radio system, consisting of a central broadcasting station 
and pocket receivers issued to persons who may be paged. This 
system has the advantage of restricting the noise to a faint buzz 
or voice in the receiver being paged and may have a range well 
outside the hospital. 

The real requirements of the hospital should be considered in the 
election of the paging system. These will vary with size, layout, hospital 
olicy, and other factors. Some hospitals may require both radio and 
eneral paging systems. 

Telephones 


The telephone, through a switchboard or direct dialing, remains the 
hief means of communication between the patient care unit and other 
epartments in hospitals of all sizes. Hospitals having a central dictating 
ystem for charting may use the telephone for this purpose so that doctors 
an dictate from any telephone in the hospital or, if necessary, from out- 
ide. 

Intercommunication Systems 

In some situations, if the telephone systems may be overburdened, 
special intercommunication system may connect the patient care unit 
ith other departments, different areas of a single unit, or two or more 
itient care units with each other. Here again, its usefulness will depend 
>on the real requirements of the hospital. 


Pneumatic Tube 


The pneumatic tube is a great time -saver in delivering written 
material of all kinds. (See Section 20, Transportation. ) 

Transcription Systems 

Electronic transcription equipment, which transmits written 
messages from one station to another, is being used successfully in some 
hospitals. It has the advantage of leaving a written record of the message 
at' both the sending and the receiving station. 

Doctors In- and -Out Register 

The functions of this registering device have been broadened to 
include direct voice communication between the registering stations and 
medical records, telephone switchboard, and other areas as required in 
the hospital. 

In many existing hospitals, an organized messenger service is 
utilized. While such service may be slower than mechanical devices, 
this system obviates the necessity of sending other personnel from duty 
on errands throughout the hospital. 


The guide material presented in this publica- 
tion is designed to be an aid, not a substitute, 
for thoughtful consideration of the many inter- 
related problems in individual hospital design. 


35 



BIBLIOGRAPHY 


1 . Balconies and airy design give lift to Air Force hospital. Modern 
Hospital , 94:93-5, (May I960), 

2. Barnes, A. D. Planning for maintenance. Hospitals, 29:116, (March 

1955), 

3. Bartley, B. J. Compact design adds traffic control to step-saving 

features: Richmond (Ya. ) Memorial Hospital. Hospitals, 33:51-4, 
(November 1, 1959). 

4. Barton, Jane. Automat plan puts all supplies in one place. 

Modern Hospital, 89:55, (September 1957). 

5. Barton, Jane. Electronics is changing the structure of hospital and 

medical care: Atomedics pilot hospital, Montgomery, Ala. 

Modern Hospital, 94:81, (June I960). 

6. B lumber g, Mark'S., M. D. Hospital automation: the needs and the 

prospects. Hospitals , 35:34-43, 99 (Part I), (August 1, 1961). 

7. Blumenkranz, J. Architectural planning for control of nosocomial 

infections. Hospital Management , 89:49, (June I960). 

8. Brown, J. W. Hygiene and education within the hospital to prevent 

staphylococcal infections. Journal of the American Medical 
Association , March 8, 1958, pp. 1185-1191. 

9. Commission on Hospital Care. Hospital Care in the United States . 

The Commonwealth Fund, Harvard University Press. Cambridge, 
Mass. 1947. 631 pp, 

10. Differences in patients 1 needs determined this hospital plan (Memorial 

Hospital, Long Beach, Calif, ) Modern Hospital, 92:95-6, (March 
1959).' “ ' T ~ 

11. Davis, R. Llewelyn. Research in function and design. Hospitals, 

29:99, (March 1955). 

12. A Floor -Manager Pattern for the Nursing Unit. (Report of investi- 

gation supported in part by Research Grant GN-4782 from 
National Institutes of Health in cooperation with Division of 
Nursing Resources, U.S, Public Health Service. ) Sinai Hospital 
of Baltimore, Inc. , Baltimore, Maryland, 1959. 57 pp. 

’ It , 



13. Fries en, Gordon A. Integrated communication through construction. 

Hospital Progress , 41:64-7, (August I960). 

14. Gadberry, Howard. Institutional sanitation: Principles and technics. 

Hospital Topics , 38:40-4, (September I960). 

15. Gohr, F. Spotlighting hospital sanitation. Hospital Management, 

91:37-41, (March 1961). ' " 

16. Haas, Wolfgang. Disinfection depends on good supervision: How to 

disinfect blankets and pillows; who should disinfect bedding and 
how; how to keep linens from becoming contaminated. Modern 
Hospital , 95:158-161, (September I960). 

17. Hall, L. N. Linen carts carry out distribution. Modern Hospital, 

96:102, (January 1961). 

18. Hamil, Evelyn M. , M. R. N. Nursing service: Annual administra- 

tive review. Hospitals , 35:132, (April 16, 1961). 

/ 

19. Hegarty, W. Kevin. Four -bed rooms give semiprivate effect. 

Modern Hospital, 93:82, (July 1959). 

20. How automat plan works in practice (Berwick Hospital, Berwick, Pa. ). 

Modern Hospital, 95:95-9, (September I960). 

21. How to keep hospitals quiet: Summary of Public Health Service 

study of hospital noise. Modern Hospital, 96:81-7, 160, (April 1961). 
Reprinted by U.S. Public Health Service, Division of Hospital and 
Medical Facilities, Washington 25, D. C. 

22. Hudenburg, Roy. Analytical approach to hospital planning. Hospital 

Progress , 41:66, (March I960). 

23. Hudenburg, Roy. Functional hospital planning. Hospital Progress , 

40:74-6, (March 1959). 

24. Improved supply system for better patient care. Architectural 

Record, 121, (October 1959). 

25. Klicka, Karl S. , M. D. The compact room. Hospitals , 33:62-5, 

(September 1, 1959). 

26. Lange, Gienn C. How the laundry irons out infection hazards. 

Modern Hospital, 93:128, (September 1959). 


37 



27. Large general hospital with several innovations (Wadley Hospital, 

Texarkana, Texas). In Building- Types Study Number 268-- 
Hospitals. Architectural Record, 121:202-9, (March 1959). 

28. Letourneau, Charles U. , M. D. and Ulveling, Melinda, B. A. 

Vacant hospital beds --a study of occupancy. Hospital Management , 
88:43, (November 1959). 

29. London, M. and Sigmond, R. M. Are we building too many hospital 

beds? Modern Hospital, 96:59-63, (January 1961). 

30. Lotreck, Charles T. Patients want privacy if they can pay for it. 

Modern Hospital, 93:89-94, (October 1959). 

31. Masters, Louise Waagen. Ideal means ideal for you'. (Planning the 

nursing unit. ) Hospitals , 28:92, (September 1954). 

32. Mellem, Roger. Hospital planning: questions to be answered before 

the architect puts pencil to paper. Hospitals , 35:51-4, 125, 

(October 16, 1961). 

33. New York State Department of Health and the American Public Health 

Association. Guide for the Prevention and Control of Infections in 
Hospitals . New York State Department of Health, Albany 8, 

New York. 1957. 56 pp. 

34. Page, Robert C. How tomorrow's hospital can be built today. 

Southern Hospital, 25:29-38, (November 1957). 

35. Patients vote for progressive patient care. Modern Hospital, 95:75-9, 

(July I960). 

36. Plan-type study precedes building of large general hospital (Long 

Island Jewish Hospital, Glen Oaks, L. I. , N. Y. ). In Building- 
Types Study Number 220- -Hospitals. Architectural Record, 
117:186-195, (March 1955). • 

37. Rosenfield, Is adore and Rosenfield, Zachary. It is better to build 

out than up. Modern Hospital, 86:65, (January 1956). 

38. Rourke, Anthony, J.J. Planning the nursing unit. Hospital Progress, 

40:70, (March 1959). : “ 

39. Rourke, Anthony, J. J. Planning the patient space. Hospitals , 

35:49, (February 16, 1961), 



D. Rourke, Anthony, J.J. Hospital Planning. Hospitals , 33:77, 

(April 16, I960). 

1. Rourke, Anthony, J.J. Tomorrow's hospital. Hospital Progress , 

41:62, (March I960). 

2. Schemmel, DeLores J. , R. N. One nurse can't do everything. 

Modern Hospital, 80:59, (April 1953). 

3. Sherrer, W. Armour, M. D. Methods are as important as materials 

in controlling infections in hospitals. Modern Hospital, 96:150-6, 
(February 1961). 

■4. Six ventures in design. Hospitals , 29:82-93, (March 1955). 

5. Snoke, Albert W. , M. D. Flexibility is essential as we design for 

future health needs. Hospitals , 29:109-12. (March 1955). 

6. Splitting the nursing stations in two doubled their size. Hospitals , 

96:75, (January 1961). 

:7. Steinle, John G. Case studies in determining space requirements. 
Hospital Topics , 33:21, (November 1955). 

; 8 . Thompson, John D. Patients like these four-bed wards. Modern 

Hospital , 85:84-6, (December 1955). 

t9. Thompson, John D. and Pelletier, Robert J. Yale St udies of 

Hospital Function and Design. (U.S. Public Health Service Grant 
yf-S37) Yale University Department of Public Health, New Haven, 
Conn. December 1959. 

50. U. S. Department of Health, Education, and'Welfare, Public Health 

Service. Hospital Electrical Facilities . Public Health Service 
Publication No. 818. Division of Hospital and Medical Facilities, 
Architectural and Engineering Branch. Washington 25, D. C. 
January 1961. 35 pp. 

51. U.S. Department of Health, Education, and Welfare, Public Health 

Service. Lighting for Hospital Patient Rooms . Division of 
Hospital and Medical Facilities, Architectural and Engineering 
Branch, Washington 25, D. C. (in preparation) 

52.. Vestal, Anne J. Housekeeping needs in construction. Hospital 
Progress, 42:12, (March 1961). 



53. Walter, C. W. Aseptic technic in the postdoctorate program. 

Hospital Topics , April 1956. 

54. Wheels make the traffic go 'round at the new St. Barnabas Hospital 

(Minneapolis). Modern Hospital, 96:107-111, (February 1961). 


NOTE: Requests for publications of the Department of Health, 

Education, and Welfare should be directed either to the Department or the 
originating agency (Public Health Service). Inquiries relating to other 
publications should be directed to the sources indicated. 




